the intramedullary femoral stem. The operation was carried out under a pre-and post-operative cover of antibiotics with local antibiotic irrigation throughout the procedure.
Post-operative progress: The limb was kept in Hamilton-Russell traction for 3 weeks. The wound healed by first intention. Assisted hip and knee exercises were started immediately after operation. The patient began weight bearing with crutches after 4 weeks and was allowed home a few days later. He returned to stores work in the motor industry about 8 months after the operation. He has been advised to use a stick for walking, but only uses this when walking any distance. He has over 90 degrees of flexion of the hip, with a gluteal instability when not using a stick.
Upward Migration of the Odontoid Peg in Rheumatoid Arthritis Nasim A Rana MB and A R Taylor FRCS (Oxford Regional Rheumatic Diseases Research Centre, Stoke Mandeville Hospital, Aylesbury, Buckinghamshire) Mrs A K, aged 30 History: Known case of seropositive rheumatoid arthritis diagnosed in 1962, 5 months after the first symptom. Initial treatment was conservative in the form of bed rest, splints, physical therapy and medication, including steroids and gold. Gradual deterioration of the major joints occurred, particularly the hips and knees. The following operative procedures were undertaken: 6.8.65, Thompson's arthroplasty left hip; 19.5.67, Thompson's arthroplasty right hip; 20.10.67, excision lower end of the right ulna; 9.8.68, synovectomy left elbow, excision of left radial head and transposition of the left ulnar nerve.
All operations gave initial relief of symptoms. However, in 1968 she became bedridden because of painful hips. Early in 1969 bilateral Charnley's total hip replacements were undertaken. She did very well post-operatively, with two painless mobile hips and two stiff but painless knees.
From a fall in May 1969 she flexed her right knee beyond its usual restricted limit and experienced severe pain which persisted, and on 4.7.69 Shiers' hinge arthroplasty of the right knee was performed.
During convalescence she suddenly lost consciousness for 15 minutes, and was found to have clonus of the right knee, an area of hypoesthesia over the dorsum of the right foot together with a positive Babinski's sign. Radiographs of the cervical spine showed upward migration of the odontoid peg (Figs 1 & 2) .
The neurological signs and symptoms were relieved by skeletal skull traction, followed by posterior occipito-atlanto-axial fusion by the method suggested by Newman & Sweetnam (1969) . She is now able to walk again with two painless mobile hips, two painless knees and a stable cervical spine with no neurological signs. Her neck motion is restricted to 50 % in all planes. Comments Rheumatoid arthritis frequently affects the atlanto-axial complex leading to atlanto-axial subluxation of various degrees (Kellgren & Lawrence 1956 , Sharp & Purser 1961 , Conlon et al. 1966 , Mathews 1969 ). This is an example of a patient suffering from rheumatoid arthritis whose rehabilitation from multiple joint surgery was complicated by the upward migration of the odontoid peg causing acute pyramidal syndrome. This rare but more serious added complication may go unrecognized and cause sudden death after a trivial injury. There have been various case reports on the upward migration of the odontoid peg in patients suffering from rheumatoid arthritis (Davis & Markley 1951 , Storey 1958 , Martel and Abell 1963 , Webb et al. 1968 , Newman & Sweetnam 1969 . Apart from the case described by Newman & Sweetnam (1969) , other cases were fatal and the lesions were confirmed at autopsy. Martel & Abell (1963) reported autopsy findings in two cases of rheumatoid arthritis who died suddenly with a clinical picture of cerebrovascular accident. Autopsy demonstrated subluxation and upward migration of the odontoid peg causing direct trauma to the medulla oblongata in both cases. Webb et al. (1968) reported a case suffering from rheumatoid arthritis who died after 30 hours of coma, the autopsy findings revealing severe atlanto-axial dislocation, the odontoid peg projecting into the foramen magnum and indenting the ventral surface of the medulla oblongata; there was also disappearance of the atlas mass on the right side, and thrombosis of the vertebral arteries with necrosis of the right cerebral hemisphere, the right half of the medulla oblongata and the right lobe of the cerebellum.
Atlanto-axial subluxation in patients suffering from rheumatoid arthritis is a well-recognized entity, but this rare and potentially fatal added complication of upward migration of the odontoid peg must be kept in mind and differentiated from a cerebrovascular accident. Once recognized it can be well managed (Cregan 1966 , Hamblen 1967 , Newman & Sweetnam 1969 , Crellin et al. 1970 ) by skeletal skull traction followed by occipito-atlanto-axial fusion with or without decompression of the foramen magnum.
